
cated. It should be emphasized that a knowledge of
the laboratory and its standards, technic and method
of reporting is more important in obtaining the
information desired than the reports from a number
of laboratories which may not be careful or accurate.
In other words, it is the clinician's duty to know the
possibility of error in the laboratory that he is using.
It is much better to have a test repeated several times
in a laboratory to whose technic one is accustomed
than to have a single test made in several laboratories,
which will only lead to confusion, especially when one
remembers that the sensitivity of the antigens plays
a considerable rôle.

It is true that occasionally on certain days things do
not go entirely well in a laboratory, and it is found
that one particular day may give a high percentage of
positives. This affords a means of checking up the
results, and is commonly used by the laboratory chiefs.
Thus, it is usual to run known positive and known
negative serums for this purpose. It is possible for the
clinician to use a similar check on the laboratory. In
hospital practice, in which a great number of tests are
made each day, it is possible to draw a conclusion as to
Avhether too high or too low a percentage of positives
is received. For example, on a certain day, if we find
that a number of cases in which there is no reason to
suspect syphilis are reported as giving positive Was¬
sermann reactions, we may be suspicious that some¬

thing may have gone wrong in the laboratory. On the
other hand, if our known syphilitics give negative reac¬

tions, this is also highly suggestive. Thus, the patient
may be amply protected against incorrect reports, and
the value of the Wassermann test greatly enchauced by
the clinician himself.

A comparison of the results as shown in this study
with results expected from other laboratory tests
seems to us to be extremely satisfactory. The results
would seem to be as good as one would expect from
a Widal reaction, a Schick test, a diphtheria smear, or
a single examination of the urine in a case in which
nephritis is suspected. It is only fair to admit that we
were somewhat surprised to find how well the tests of
these two laboratories checked. Until we really added
up the figures, our impression was that there were very
many more variations. This was undoubtedly the
result of the individual equation. Each instance in
which there was a discrepancy stood out strongly and
clearly, whereas those that agreed were passed over
without any consideration whatsoever.

SUMMARY

The blood serums of 3,000 patients were subjected
to the Wassermann tests by two independent labora¬
tories. An analysis of the results showed that there
was a complete uniformity in the findings of the two
laboratories in 93.44 per cent. The 6.56 per cent, vari¬
ation included cases reported as doubtful. Consider¬
ing only the variation of cases reported positive by
one laboratory and negative by the other, the per¬
centage variation vvas 4. This was 1.4 per cent, posi¬
tive in one laboratory and 2.6 per cent, positive by
the other laboratory. Some of the cases reported posi¬
tive by one laboratory and negative by the other were
known to be syphilitic, so that the negative reaction
was the incorrect one. Considering, then, the cases

that either laboratory may have reported as posi¬
tive in nonsyphilitic cases, the percentage was 3.16.
This is probably a higher percentage for false posi-

fives than actually occurred, as some of these cases
were presumably syphilitic. This percentage variation
is based on only one test. Repetitions resulted in a uni¬
formity of findings in the majority of cases. This is
considered a good testimonial for the accuracy of the
tests as performed in these two laboratories.

DUODENAL PERFORATION (FISTULA)
TREATED BY DUODENAL (JEJUNAL)

ALIMENTATION
ANOTHER CASE

MAX EINHORN, M.D.
Professor of Medicine, New York Post-Graduate Medical School;

Visiting Physician, Lenox Hill Hospital
NEW YORK

About a year ago I reported a case of duodenal per-
foration successfully treated by jejunal alimentation.1
As these cases are rare and of difficult management I
take the liberty of reporting another case with duodenal
fistula which I recently had under observation in con-

junction with Dr. Willy Meyer.
REPORT OF CASE

History.\p=m-\A.P. P., man, aged 50, born in the United States,
seen. May 10, 1919, was first seized twenty years before
with an attack of pain and gas in the epigastrium, which
lasted several hours. Eight years later, he had three attacks
in a period of three months. Five years later, the attacks
came on more frequently and then disappeared until the past
six or seven years, when they came on two or three times a
year. The attacks were sudden, lasted at the utmost twenty-
four hours, disappeared, and would not recur for a long
period. During the attacks there was severe pain in the
epigastrium, radiating across both sides of the abdomen.
There had been no vomiting, but continuous belching of gas.
The patient said that when he walked 2 or 3 miles the attack
would disappear more readily than otherwise. The pain had
no relation to food. The bowels were usually constipated.
There was never any jaundice. During the attack the
patient would lose 6 or 7 pounds, which, however, he would
quickly regain. The chief complaints at the time of the
examination were distress in the epigastrium, and constipa¬
tion.

Physical Examination.—The only positive relevant finding
was epigastric pain on deep pressure. The gastric contents
were positive for hydrochloric acid; hydrochloric acid, 24;
acidity, 54; blood, negative; there were numerous starch
granules, a few leukocytes, bile, mucus and epithelial cells
The duodenal contents were greenish yellow and very turbid ;
alkalinity, 30; amylopsin, 5; steapsin, 2; trypsin, 4; there
were cholesterin crystals, calcium bilirubin crystals and bac¬
teria. Bactériologie examination yielded colon bacillus and
staphylococcus. The duodenal bucket revealed bile stain,
53-63 ; no blood stain. Contents from duodenal bucket :
amylopsin, 0; steapsin, 0; trypsin, 0; hydrochloric acid ±.
The white blood count was 9,800; polymorphonuclears, 61
per cent. ; lymphocytes, 39 per cent. ; hemoglobin, 80 per cent.
Roentgen examination was negative with regard to the
gastro-intestinal tract and the gallbladder. The Wasser¬
mann test was negative. In the urine, albumin varied from
negative to a trace ; there were a few red blood cells and a
few white blood cells ; sugar was negative. The systolic
blood pressure was 115; diastolic, 74. The feces was nega¬
tive for blood ; mucus was present ; there were no ova.

Based on the findings of the duodenal contents, very turbid
bile in the fasting condition, and the history, a diagnosis of
cholecystitis with probable gallstones was made, and an
operation advised.

1. Einhorn, Max: A Case of Duodenal Perforation SuccessfullyTreated by Duodenal (Jejunal) Alimentation, Med. Rec. 94:927(Nov. 30) 1918.
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Operation and Result.—Dr. Willy Meyer, May 26, per¬
formed a cholecystectomy. The gallbladder was found filled
with stones. The pathologic diagnosis was chronic catarrhal
cholecystitis. The patient was discharged from the hospital,
July 12. Three weeks after the operation, the last tampon
was removed. After that, bubbles of air came from the
upper angle of the wound. Then a persistent discharge
developed from this part of the wound. Frequently a great
many bubbles of gas would come up from the same source
and annoy the patient greatly. He was first seen by me with
this discharge, October 11. The discharge was examined and
found to contain food, was alkaline, and looked rather
grayish.

EXAMINATIONS OP DUODENAL CONTENTS AS OBTAINED FROM
THE FISTULA AND THROUGH THE DUODENAL TUBE

Discharge from the Fistula
Hate Reaction Amylopsiu Steapsi» Trypsin Comment

Hill/19 Alkaline :: 0 0 Food present: many pus
corpuscles: few red
blood tells

10/15/19 Alkaline
— —

— Direct s m e a r: white
blood cene; milk: red
blood cells: mame

10/26/19 Alkaline
— —

— No food; pus corpi
few red blood cells

Duodenal Contents Obtained Through the Tube
Date Reaction Avnylopsin Bteapein Trypsin Comment

10/21/19 Alkaline 5 2 1 Yellow; slightly turbid:
mucus; pus corpuscles

 III 28 9 13 Golden-yellow: muera
IS 20 9 1 3 Yellow,bile-stained cells;

white blood cells; gob¬
let cells

10/25/19 25 6 1 2 Here the duodenal con¬
tents were yellow,
brown and turbid

The accompanying table shows the result of examination
of the fistula discharge as contrasted with the duodenal
contents proper obtained through the tube.

The discharge being slightly alkaline, containing food,
and hardly any traces of bile, the diagnosis of a duodenal
fistula in the ascending portion of the duodenum, probably
not very far from the pylorus, was made. The patient was

then given duodenal (jejunal) feeding. A duodenal tube
(44 inches long) was inserted, October 15. Duodenal feed¬
ing was started, October 17.

October 22, a roentgen examination was made by William
H. Stewart. The tube, inserted through the fistula, entered
the duodenum and ran parallel with the duodenal tube

October 27, the tube, being clogged, was removed, cleaned
and reinserted. It was left in place until November 19;
another tube was introduced, November 23.

December 4, the wound closed hy itself ; the tube was

removed.
December 12, the patient was discharged from the hospital.
December 22, 1 saw the patient. The wound had healed

perfectly, and the patient had gained in weight and strength.
COMMENT

The diagnosis of a duodenal fistula situated between
the pylorus and the papilla of Yater was established by
the character of material oozing from the fistula. It
was of alkaline reaction and contained food particles
and usually no bile. As the patient had enough acid in
his stomach the fistula must have come from the duo¬
denum. The frequent absence of bile in it demon¬
strated that the opening must be situated above the
papilla of Vater. This conclusion appears to find cor-

roboration in the roentgen-ray examination and also in
the clinical syndrome of the case.

The roentgen ray shows the catheter inserted into the
fistula, meeting the duodenal tube a short distance from
the pylorus.

Among the symptoms the patient presented from the
fistula, the intense inflammation of the skin around the

duodenal fistula usually encountered was missing here,
the skin preserving its natural color. This must be
explained by the fact that the secretion did not contain
pancreatic juice, as is in fact seen from the examina¬
tions of the fistulous material given in the table. The
lack of pancreatic juice likewise speaks for the loca¬
tion of the fistula above the papilla of Vater.

The treatment consisted of atropin in conjunction
with the jejunal alimentation. The patient first lost
considerable weight (20 pounds). After three weeks
of jejunal alimentation, the tube was pulled up to some
extent so that the capsule end was now situated in the
duodenum proper. We now had real duodenal alimen¬
tation, which agreed with the patient much better, as
he did not lose any more in weight.

A short while after the jejunal alimentation had
been begun there was no food found in the secretion
from the fistula, although some pus corpuscles and a
few red blood corpuscles were always encountered. A
little while later, December 4, the opening closed up byitself and has remained closed ever since. The patient
is now enjoying perfect health. He eats and drinks
anything he chooses, without any discomfort. He has
regained his lost weight, and there is no trace of the
fistula left, excepting the visible scar on the abdomen.

The healing of the fistula by duodenal alimentation,
in the case described and in the one reported a year
ago, shows that we have in the duodenal tube, and the
method of feeding through it, an important aid to over¬
come this very tedious and what was formerly thought
to be an almost intractable condition.

20 East Sixty-Third Street.

GUMMA OF THE BREAST
REPORT OF A PROBABLE CASE

LOYD THOMPSON, M.D.
HOT SPRINGS, ARK.

The paucity of references, particularly by American
writers, to the subject of syphilis of the breast makes
this report and a review of the subject at this time
desirable.

REPORT OF CASE

History.\p=m-\Mrs.W. E. S., aged 33, housewife, came to me,
Oct. 27, 1919, complaining of "nervousness" at times, pains
in the arms and neck, frequent headache and a lump in the
breast. An older sister was operated on for cancer at 36.
The mother was living and well at 65. The father died
following an injury. Five brothers and sisters were living
and well. The patient had had appendicitis nine or ten
years before, followed by several attacks. After the lapse
of eighteen months, the appendix was removed. She had had
measles as a child. She had been married twelve years and
had had a miscarriage at seven months during the first year,
and a second miscarriage at two months during the second
year. I treated the husband for syphilis during the earlyspring of 1917. He had suffered from this disease for three
years before marriage, but was assured by his family physi¬
cian that he was cured. The patient never showed any out¬
ward manifestations of the disease, had enjoyed quite good
health all her married life, and at the time I treated her
husband, her blood Wassermann reaction was negative.
About January, 1918, she began to notice pains and nervous
twitchings in the neck, arms and legs. These were never
severe. The lump in the breast was noticed in November,
1918, at which time it was about the size of a walnut. It
gradually became larger, and during the summer of 1919
she was examined by a surgeon and had a Wassermann test
made. This was reported as weakly positive. A short time
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